Background: Women's use of family planning service is influenced by many factors, especially by their decision making power. A woman's decision-making power, be it individual or decision made in collaboration with a partner, is the most important factor in the use of family planning in a household. The purpose of this study was to assess the impact of women's decision making power on family planning use and its associated factors. Methods: A community-based cross-sectional study was conducted on married women in the child bearing age. The women who were living in Mizan city were selected using the simple random sampling method. Trained nurses collected the data by interview, using a structured and pre-tested questioner. Bivariable and multivariable binary logistic regression analysis was used to identify the associated factors, and the odds ratio with a 95 % CI was computed to assess the strength of the association. Collinearity was also assessed by looking at standard errors in the final fitted model. Conclusions: In this study, women had a high decision making power in family planning use. Age category (34-44-years), formal education, and occupational status had effects on women's decision making power. Promoting parental adult education and engaging women in out of house employment is essential to improve their decision making power in using family planning.
Background
Family planning is a major issue for many developing countries where poor maternal and child health care services are practiced [1] [2] [3] [4] . Even though the Ethiopian Government supports maternal health services and has gained some improvements in contraceptive use in the last few years, the total fertility rate per woman (4.1) and maternal mortality remain high (676 deaths per 100,000) [5] , while family planning use remains low, especially in the rural settings (38.1 %) [6] . Previous isolated studies indicated the relationship between women's decision making power and family planning use [7, 8] . The 2011 report of Ethiopian Demographic and Health Survey also confirmed that the proportion of family planning use was higher among women who decided individually without the collective involvement of their partners.
Independent decision making or decision making with communications with partners on family planning use has a substantial contribution to the improvement of maternal health [9] . Similarly, ensuring family planning access and allowing women to decide independently on the use of family planning is important in preventing unintended pregnancy [10] .
Although women will be more benefited from their family planning use by achieving their human rights to health autonomy and decision making on family size [11] , only less than one fourths of the women in Ethiopia are able to decide on family planning use by themselves [12] .
Producing information on women's decision making power in family planning use at the household level and identifying associated factors has a paramount importance. However, the existing information in Ethiopia on this issue is often very limited, making the planning, implementation, and evaluation of family planning activities difficult for program planners. Therefore, this study highlighted the relationship between women's decision-making power, family planning use, and associated factors.
Methods

Study design, period, and setting
A community-based cross-sectional study design was applied from August 15 to 30/2013 in Mizan-Aman city administration which is located in Bench-Maji Zone, 227 Km south of Addis Ababa, the capital city of Ethiopia. The total population of the city administration in 2013 was 34,080 of whom 15,942 were women [13] . One general hospital, a health center, and about 30 private clinics provided family planning services in the city administration.
Sample size determination and sampling techniques
The sample size of the study was computed by the single population proportion formula using the Epi Info™ version 3.5.3 Statcalc program considering: proportion(p) of independent decision-making on family planning use by urban married women (64 %) [7] , level of significance (α = 0.05), worst acceptable values (60 or 68 %), and 10 % non-response rate. Finally, 608 was the final sample size of the study.
Married women in the age range of 15-49 years and lived at least for 6 months in the study area were selected using the simple random sampling techniques via a table of random generation. The list of the study population was obtained from health extension workers' (the lowest health professionals working at health posts). Before data collection, a sampling frame was designed by numbering the list of house owners using the registration book.
Data collection procedures and instruments
The primary data was collected by trained nures. A stractured and pretested questionarrie was used to collect the data. A half day training was given to the data collectors and supervisors on the objective, confidentiality of information, respondent rights, and the techniques of interview. Following the training, a pretest was administered (5 % of the sample size:30 married women) out of the study area before the actual data collection.
Information on socio-demographic characteristics, reproductive related history, knowledge about family planning, and women's decision-making power were collected from married women. The collected data was checked for completeness and accuracy by the supervisors and the principal investigators on daily basis during the data collection process.
Data management and analysis
The decision making power of women in family planning use was measured in relation to their ability to freely decide individually, discuss with their partners about family planning needs and choices using eight questions. A score of 1 was given if women decided independently or together by discussing the use of family planning, number of children, choice of family planning methods, when to give birth, where to get family planning service, how to seek reproductive health services with no oppositions about using/intending to use family planning. Zero (0) was scored by partners who decided independently. Then woman who scored below the mean were considered as having no decision making power, and those who scored greater or equal to the mean were considered as having good decision making power [7] .
Data were entered using the Epi Info™ 3.5.3 and exported to the Statistical Package for Social Sciences (SPSS) version 20 for analysis and further cleaning purposes. Since the outcome variable was dichotomous, binary logistic regression models (both bivariable and multivariable) were used to identify associated factors. The Hosmer-Lemeshow goodness-of-fit statistic (0.67) was used to assess the fitness of the model. Odds ratios (Crude: COR and Adjusted: AOR) with 95 % confidence intervals (CI) were calculated to measure the strength of the association. In the multivariable analysis variables with a p-value of < 0.05 were considered as significant.
Ethical consideration
This study was carried out after getting ethical approval from the Institutional Review Committee of the Institute of Public Health, the University of Gondar. Before the approval, the proposal was sent to reviewers to assure ethical issues. Finally, the Ethical Review Committee approved the oral consent on the ground that the research had no serious harm on the study participants. Before the interview, the interviewer fully explained the purpose of the study to each participant and obtained full verbal informed consent. To ensure confidentiality, no names were used in the questionnaire and in reporting the results of the study.
Result
Socio demographic characteristics of the respondents A total of 567 married women within the reproductive age (with a response rate of 93.26 %) participated in the study. The mean age (SD) of the respondents was 29.53 (±6.79) years. The majority of the respondents were in the age group of 25-34 years. Three-fourths (79.4 %) of the women had attended primary school and above. Around 31 % were housewives (Table 1) .
Reproductive history and knowledge of respondents
The mean age at first marriage was 19.56 years with 2.72 SD. About 85 % of the women had given birth to one or more children and the majority (80.42 %) had desire for more children.
Around 98.8 % of the participants had heard about contraceptive and knew at least one method of family planning. The majority (95.2 %) desired to know more about family planning methods. Injectables (95.1 %) were the most used family planning methods. Fifty-eight percent of mothers had discussed family planning methods with their partners, and 36.2 % consulted health providers about the type of family planning and side effects (Table 2 ).
Women's decision making power on family planning use
The overall proportion of women with a decisionmaking power was 67.2 % [95 % CI: (63-71 %). 
Discussion
The empowerment of women has been reported to be a key to using family planning [14] . In developing countries most partners give inferior positions to women in all aspects of decision-making [7, 8, 14] . Consequently, women are either under collective decision-making with their partners and/or entirely rely on the male partner's decision on issues that affect their contraception usage and reproductive life. In addition to family planning use, empowering women has an important role in the reduction of maternal and new born mortality by preventing unintended pregnancy and unsafe abortion [5, 15, 16] . In this study, the magnitude of women's decision making power on family planning was 67.2 % (95 % CI: 63-71 %) which is consistent with a study done in Dawro Zone 64 % [7] , but higher than the national report of Ethiopia (25 %) [5, 17] . This discrepancy might be due to the fact that this study considered only urban women in one district, whereas the national survey considered both urban and rural dwellers of at least more than one district, and it might also be due to the difference in educational status, and cultural norms of the women in the study settings. This study also confirms that women's decision making power is consistent with studies done in India (68 %) [18] , Malawi (28.75 %) [19] and Pakistan (28 %) [20] .
This study found out that women's employment status contributed to their decision making power in family planning use. Employed women are more likely to decide individually on family planning use which is in line with previous studies [17, 19, 21, 22] done in Ethiopia and other developing countries but negatively associated with studies done in southern Ethiopia [7] . This difference might be explained by the difference in job opportunities for urban and rural women.
Likewise, other previous studies [17, 19, [21] [22] [23] [24] [25] [26] showed that the more educated the women and their partners, the more likely they were to decide on family planning use.
If a woman gets older and approaches menopause age, she may feel more confident to decide on family planning use individually and by discussing with her partner [16, 26, 27] . The findings of this study also suggest that there is a positive relationship between women's age and their decision-making power on family planning use, which is in line with previous studies in Ethiopia [22, 23, 28] . Paradoxically, in the national study of Ethiopia 2011 [5] , women's decision-making power on family planning use decreased when they approached menopause. This discrepancy could be due to the difference in study settings, cultural values, and experience about family planning use. This study has the following potential limitations. First, information on socio-demographic characteristics, knowledge, and attitudes towards family planning use intended to be gathered from husbands was obtained from the women. Second, the relationship between women's autonomy and family planning use was measured by self-report, which is likely to be subjected to social desirability bias. Regarding participants, the study excluded women living in union, but not legally married. Moreover, attitude related to the reproductive history of the women was not supported with qualitative data.
Conclusion
The magnitude of women's decision making power on family planning among currently married reproductive age women was found to be high in this study. Factors, such as women's and husbands' primary and above education, age category (34-44 years), occupational status of women and their husbands were found to be statistically significantly related with the decision making power of women on family planning utilization. We recommend promoting parental adult education and engaging women on out of house employment.
